Objective: American data suggest a declining trend in the provision of psychotherapy by psychiatrists. Nevertheless, the extent to which such findings generalize to psychiatric practice in other countries is unclear. We surveyed psychiatrists in British Columbia to examine whether the reported decline in psychotherapy provision extends to the landscape of Canadian psychiatric practice.
• Psychotherapy practice among psychiatrists in Canada remains strong, and seems to be increasing among recent graduates.
• Only a very small percentage of psychiatrists regularly provides couple, family, or group therapies, suggesting that it will be challenging to find psychiatrists able to mentor future trainees in these therapies.
Limitations
• Given the cross-sectional nature of our study, trends over time or causality regarding the associations observed could not be assessed.
• As this was a self-administered questionnaire, findings are based on psychiatrists' self-report, without verification of their accuracy.
D espite a growing evidence base for psychotherapy in the treatment of psychiatric disorders, [1] [2] [3] [4] [5] [6] American survey data suggest that the provision of psychotherapy by psychiatrists has been diminishing and that now only a small minority of psychiatrists provides psychotherapy to most of their patients. [7] [8] [9] According to an analysis of over 14 000 patient visits to office-based psychiatrists in the United States, the proportion of appointments involving psychotherapy declined from 44.4% in 1995-1996 to 28.9% in 2004-2005 , extending a trend observed since the mid-1980s. 8, 10 This significant decline in psychotherapy has been explained, at least in part, by features of the American health care system, which maintains financial disincentives to physicians practicing psychotherapy. 8 The decline has also been correlated with the rapid and marked increase in the use of psychotropics, 7, 11 as well as with the expansion of neuroscience in psychiatry and the primacy of neurobiological models of illness. 12 Therefore, it is often assumed that dwindling psychotherapy treatment by psychiatrists represents a general trend in psychiatry, 12 and not one limited to the United States. Indeed, the notion that the average psychiatrist no longer treats patients with psychotherapy has become conventional wisdom, as illustrated in a recent New York Times article, "Talk Doesn't Pay, So Psychiatry Turns Instead to Drug Therapy." 13 Nevertheless, in recent years, a scaling up of psychotherapy training expectations has also been witnessed, as standards for the accreditation of psychiatry residency programs in the United States and Canada require that residents are trained to be competent practitioners in several psychotherapies. 14, 15 Moreover, recent studies of psychiatry training programs indicate that psychotherapy remains integral to the identities and future practices of contemporary psychiatry residents. 16, 17 Most trainees surveyed in both the United States and Canada endorsed plans to practice psychotherapy after graduation. Whether these positive expectations translate to actual psychotherapy practice has not been empirically investigated. Despite strong, and often polarizing, opinions on the matter, there is a paucity of systematic empirical research on the role of psychotherapy in current psychiatric practice generally. Previous published studies have mostly relied on health services databases and have not surveyed psychiatrists directly about their use of psychotherapy. 7, 8, 10, 18 Our study aims to address this gap in the literature.
The main objectives of our present study were to examine whether the declining trend reported in the provision of psychotherapy by American psychiatrists extends to the landscape of Canadian psychiatric practice; to describe contemporary psychotherapy practice patterns of Canadian psychiatrists; and to identify factors that influence psychotherapy practices of Canadian psychiatrists. Based on recent surveys of psychiatry residents showing a strong identification with psychotherapy, coupled with the growing number of evidence-based psychotherapies, we hypothesized that there would be an increase in the provision of psychotherapy among psychiatrists who have graduated in the past decade.
Method
We mailed a questionnaire to the entire population of fully licensed psychiatrists registered with the College of Physicians and Surgeons of British Columbia (n = 623). A cover letter explaining the objectives of the study accompanied the questionnaire, along with a return-address stamped envelope. Psychiatrists on leave for any reason, or no longer residing or working in British Columbia, were excluded. We sent a follow-up letter and questionnaire to psychiatrists who had not responded to the initial mailing 1 month later, and repeated this once more, for a total of 3 survey waves. Envelopes were coded to track responders, but separated from the questionnaire on receipt, to preserve anonymity. The survey period spanned from July to October 2013. The study was approved by the University of British Columbia Ethics Review Board.
The questionnaire was pilot-tested to ensure clarity and consistency in the way questions were interpreted, and to estimate response time. Colleagues with a wide range of backgrounds and experience (for example, years in practice, practice orientations, sex, and use of psychotherapy) evaluated the questions and provided feedback. The questionnaire took 10 to 15 minutes to complete if participants practiced psychotherapy, but only about 5 minutes for nonpsychotherapists. The survey instrument consisted of 30 items, most of which were Likert-type questions, inquiring into the following 7 domains: demographics and practice background (for example, setting, years in practice); psychotherapy orientation and use of different modalities and formats; engagement in supervision and personal therapy; CME in psychotherapy; potential barriers to practice; satisfaction with training, skills, and practice; and, a final item, confidence in the effectiveness of psychotherapy, compared with medications, in treating chronic depression. (We chose chronic depression because despite being a commonly encountered condition, the evidence base to guide its treatment remains limited, and both pharmacotherapy and psychotherapy are defensible choices.) Four yes-or-no questions asked about whether respondents had currently treated patients, practiced psychotherapy, provided or received supervision, or had received personal therapy. Data pertaining to personal therapy, supervision, and CME were analyzed separately and are not reported here. Two open ended-questions invited respondents to comment on factors that have led to either an increase or decrease in their psychotherapy practice, and factors that would encourage them to provide more psychotherapy.
Standard descriptive statistics were used to characterize the sample and examine psychotherapy practice patterns. To further test our hypothesis that psychotherapy is not in decline among recent psychiatry graduates, we conducted a Kruskal-Wallis test to evaluate differences across multiple groups (years in practice), followed by Mann-Whitney U tests comparing recent graduates to older cohorts in their provision of psychotherapy alone. Additional exploratory analyses were conducted to identify factors that may influence psychotherapy practice patterns. Associations between categorical variables were evaluated using chi-square tests, Kruskal-Wallis tests were used to evaluate differences in ordinal variables across multiple groups, and Mann-Whitney U tests were used for between-group comparisons. Wilcoxon signed rank tests were used to compare psychiatrists' ratings of satisfaction with their psychotherapy and psychopharmacology skills, and confidence in the use of psychotherapy, compared with medications, in the treatment of chronic depression.
Results
A total of 423 psychiatrists returned the survey, yielding a response rate of 68%. Nonrespondents (n = 203) did not differ significantly from those who completed the survey in terms of sex and years since graduation from medical school. Survey respondents worked in a wide range of practice settings in 39 different urban and rural municipalities throughout British Columbia. The majority of psychiatrists (72%; n = 302) received their training from Canadian medical schools; the remaining 28% were trained in 29 different countries. Most (87%) completed residency training in Canada (n = 363). Years since graduation from medical school ranged from 6 to 62 , with a median of 29 and mean of 28.
Psychotherapy Practice
Overall, 80.9% of psychiatrists (n = 342) reported practicing psychotherapy; this figure increases to 82.8% if the denominator is limited to psychiatrists who are currently treating patients (n = 413, compared with 423). In keeping with our hypothesis, a decline in the provision of psychotherapy was not observed (Figure 1 ). In fact, there was an increase in psychotherapy among graduates entering practice in the last 10 years (86.1% of those who entered practice during the last 5 years endorse practicing psychotherapy, compared with 73.3% of psychiatrists in practice for 11 to 15 years). Among psychiatrists who practice psychotherapy, most provide psychotherapy combined with medications to most of their patients (only 18% never do so), while a much smaller proportion treat some patients with psychotherapy or medications alone. There was a significant difference across years in practice regarding the provision of psychotherapy alone (χ 2 = 15.74, Psychotherapy in Contemporary Psychiatric Practice df = 4, P = 0.003). Follow-up Mann-Whitney U tests showed that psychiatrists who have been in practice for less than 5 years (U = 506.50, z = -1.95, P = 0.05) or more than 20 years (U = 2552, z = -2.39, P = 0.02) were significantly more likely to provide psychotherapy alone, compared with those in practice for 11 to 15 years.
Satisfaction With Psychotherapy Skills
Almost two-thirds of psychiatrists were satisfied (50.6%) or very satisfied (12.7%) with their skills in treating patients with psychotherapy, compared with 86% who were satisfied (60.8%) or very satisfied (25.2%) with their pharmacotherapy skills. The overall difference in satisfaction with their skills in psychotherapy, compared with pharmacotherapy, was statistically significant (z = -8.040, P < 0.001). We also found that psychiatrists' satisfaction with their skills in treating patients with psychotherapy (χ 2 = 30.83, df = 4, P < 0.001) and pharmacotherapy (χ 2 = 13.91, df = 4, P = 0.008) differed significantly across years in practice. Psychiatrists who were in practice for more than 20 years were the most satisfied with their psychotherapy skills. Satisfaction with pharmacotherapy skills seemed to peak among psychiatrists in practice for 15 years, and then to decline slightly. Post hoc analyses showed that the difference between the oldest and youngest cohorts was statistically significant for satisfaction both with psychotherapy skills (U = 1844.5, z = -4.537, P < 0.001) and with pharmacotherapy skills (U = 2577.5, z = 2.163, P = 0.003).
There was a significant difference in psychiatrists' confidence in psychotherapy, compared with pharmacotherapy, for the treatment of chronic depression (z = -6.945, P < 0.001). A greater proportion of psychiatrists expressed feeling moderately (52.6%) or extremely (10.8%) confident in the effectiveness of psychotherapy, compared with 33.7% and 9.3% who were moderately or extremely confident in pharmacotherapy, respectively. There was also a significant difference in psychiatrists' confidence in the effectiveness of antidepressants in treating chronic depression across years of practice (χ 2 = 14.63, df = 4, P = 0.006), with most recent graduates indicating the least confidence, but this was not the case for psychotherapy, in which psychiatrists were similarly confident across years in practice.
Therapeutic Orientation, Modalities, Formats
Individual therapy is the predominant format of psychotherapy currently practiced by psychiatrists (92.9% treat patients individually one-half or more of the time); couple, family, and group therapies are not commonly provided. Only 9.5% of psychiatrists practice couple therapy one-half or more of the time, while this is the case for 11.8% for group therapy and 18.1% for family therapy. Although the duration of treatment and frequency of follow-up visits was quite variable, only a small percentage of psychiatrists regularly treated patients for less than 3 months, and 49% provided long-term psychotherapy (>1 year) to at least onehalf of their patients.
The most common primary theoretical orientations to psychotherapy were psychodynamic (29.9%), CBT (25.2%), supportive psychotherapy (20.5%), and other (15.8%), of which 10.5% consisted of an eclectic orientation. However, regarding actual practice (Figure 2) , supportive psychotherapy and CBT were used most frequently; almost all clinicians employed these approaches to some extent. Interestingly, although psychodynamic psychotherapy was identified as the most common therapeutic orientation, almost one-quarter of psychiatrists indicated that they never treated patients with this approach. Most psychiatrists regularly used more than one form of psychotherapy; almost one-quarter (23.8%) practiced 3 or more kinds of psychotherapy at least one-half the time, while 88.8% did so at least some of the time, which is consistent with an eclectic or integrative practice pattern.
Barriers
Over two-thirds of respondents (70%) perceived professional time constraints as a moderate or extreme barrier to providing psychotherapy. Surprisingly, only 15% of psychiatrists felt this way about remuneration. Most psychiatrists also did not perceive level of training in psychotherapy (86.4%), maintaining long-term relationships with patients (85.6%), and emotional demands associated with psychotherapy (86.3%) as moderate or extreme barriers to practice. Eight per cent of psychiatrists identified other barriers that ranked as moderate or extreme; the most common among these were institutional pressure to assess and treat more patients and lifestyle choices. There was a significant difference across stages of experience regarding perceived level of training (χ 2 = 23.77; df = 4, P < 0.001) and maintaining long-term relationships (χ 2 = 17.54; df = 4, P = 0.002) as barriers to treating patients with psychotherapy, with the youngest cohort (less than 5 years in practice) considering these as more significant barriers. Perceived emotional demands, professional time constraints, and remuneration did not differ significantly across groups.
Forty-three per cent of clinicians indicated that various factors would encourage them to provide more psychotherapy.
The most commonly identified factors included having more time or smaller caseloads, additional training and supervision, better remuneration, and institutional support to maintain a psychotherapy practice.
Influencing Factors
We explored the association between the provision of psychotherapy and the following variables: sex, work setting, satisfaction with psychotherapy skills, and confidence in the effectiveness of psychotherapy in treating chronic depression. To correct for multiple tests, a Bonferroni-adjusted P value of 0.013 was used. Although a greater proportion of male psychiatrists (84%) provided psychotherapy than female psychiatrists (76%), this was not significant after adjusting for multiple comparisons (χ 2 = 4.08, df = 1, P < 0.04). Work setting was significantly associated with psychotherapy provision; clinicians working in private offices in the community were far more likely to practice psychotherapy (96%; χ 2 = 43.89, df = 1, P < 0.001), while those working solely in hospital in-patient settings were the least likely to provide psychotherapy (44%; χ 2 = 18.28, df = 1, P < 0.001).
Satisfaction with psychotherapy skills (χ 2 = 46.354, df = 3, P < 0.001) and confidence in the effectiveness of psychotherapy (χ 2 = 13.245, df = 4, P < 0.01) were positively associated with providing psychotherapy generally. Clinicians who practiced psychotherapy were also more likely to treat patients with psychotherapy alone if they endorsed greater satisfaction in their psychotherapy skills (χ 2 = 72.32, df = 3, P < 0.001) and greater confidence in the effectiveness of psychotherapy for chronic depression (χ 2 = 33.62, df = 4, P < 0.001). By comparison, neither satisfaction with pharmacotherapy skills nor confidence in the effectiveness of medications for chronic depression was significantly associated with psychotherapy provision.
Discussion
Our findings challenge the prevailing view that psychotherapy is in decline among psychiatrists generally. Instead, we found a U-shaped pattern showing that provision of psychotherapy was highest among both recent graduates and psychiatrists who have been in practice for more than 20 years. The persistent decline of psychotherapy by psychiatrists observed in the United States during the past 2 decades should not be interpreted as a general undervaluing of psychotherapy by the discipline of psychiatry, but as the result of constraining social and financial forces that may not have had the same impact on psychiatric practice in other countries such as Canada. In the absence of significant financial disincentives, psychotherapy practice among psychiatrists in British Columbia remains strong, and seems to be on the increase among recent graduates-a reassuring sign, given the growing evidence base for the efficacy of psychotherapy. This increase in psychotherapy provision is also reassuring in light of patients often preferring psychotherapy to medications; a recent metaanalysis found a 3-fold preference for psychological therapies, compared with pharmacotherapy, in the treatment of both depression and anxiety disorders. 19 Psychiatrists who provide comprehensive psychiatric care can readily accommodate patient preferences, which is associated with better treatment retention and outcomes. 19 Recent meta-analyses suggest that treatment with psychotherapies or pharmacotherapy for depression or anxiety disorders achieve comparable outcomes, 1, 4, 19 and that for patients with severe and chronic illness courses, combination treatment may be advantageous. 20, 21 Adjunctive use of psychotherapy has also been shown to improve outcomes in more severe psychiatric disorders, such as bipolar disorder 22 and schizophrenia, 23 which have historically been treated with pharmacotherapy and case management.
Our findings indicate that contemporary psychiatrists practice from a diversity of theoretical orientations; there was no predominant model of psychotherapy. Although the most common theoretical orientation endorsed by respondents was psychodynamic, this was the case for less than one-third of psychiatrists; the remainder practice from a range of perspectives, with CBT being the second most common. Most psychiatrists provide individual treatment, and only a very small percentage regularly provides couple, family, or group therapies. Given Canadian residency training requirements that graduating residents achieve proficiency in either family or group therapy, 14 this low provision is concerning and suggests that it will be challenging to find psychiatrists able to mentor trainees in these therapies.
That psychiatrists are significantly less satisfied with their skills in psychotherapy, compared with pharmacotherapy, also has implications for residency training, especially given the lowest ratings observed among recent graduates.
Although it is reasonable to assume that psychotherapy skills improve with experience, and that it may take years of practice after graduation to feel satisfied with one's abilities, this may represent a cohort effect potentially reflective of less robust training in psychotherapy among recent graduates. Interestingly, while a linear relation emerged between years in practice and satisfaction with psychotherapy skills, this was not the case for pharmacotherapy skills, in which the highest satisfaction ratings were among psychiatrists who have been in practice for 15 years. Given the crosssectional nature of our study, we are unable to determine trends over time or causality regarding the associations observed. As with any self-administered questionnaire, our findings are also entirely based on psychiatrists' selfreport, without verification of their accuracy. For example, although psychiatrists endorse practicing various structured, evidence-based psychotherapies, we do not know whether they adhere to established treatment protocols or how they structure their delivery of these treatments. Future research is needed to elucidate these issues.
This is the largest survey of psychiatrists inquiring into psychotherapy practices of which we are aware. Our 68% response rate compares favourably to previous surveys of psychiatrists, 24, 25 and exceeds expectations of response rates in physician surveys generally, which tend to be lower than the general population 26 and have been declining for over a decade. 27 A study of nonresponse rates in physician surveys across 17 medical specialties found that response rates ranged between 36% to 61%, with psychiatrists (40%) having the third lowest response rates. 28 We did not find evidence of nonresponse bias in terms of sex and year of graduation. To increase the likelihood that psychiatrists not interested in psychotherapy participated in the survey, we designed the questionnaire to take less than 5 minutes for nonpsychotherapists to complete. Psychiatrists from 39 municipalities across the province and from a diverse range of practice settings responded to the survey, increasing confidence that our results are representative of psychiatrists throughout the province. The generalizability of this study to health care regions outside of British Columbia may be limited, as remuneration for Psychotherapy in Contemporary Psychiatric Practice psychotherapy varies across provinces in Canada. However, our findings are consistent with a previous Canadian study, which sampled psychiatrists from different provinces but still found that psychotherapy was central to the practice of psychiatrists, with 92% of psychiatrists spending just under one-half their time providing psychotherapy. 29 The lower provision of psychotherapy among recent graduates found in that 2001 study corresponds with the bottom of the U-shape pattern we observed. Interestingly, they also found that psychiatrists who completed their training before 1984 were significantly more likely to practice psychotherapy, which is remarkably consistent with our results showing greater provision of psychotherapy by clinicians who have been in practice for more than 20 years, and parallels the psychotherapy practice of recent graduates.
According to our study, 86% of psychiatrists who graduated in the past 5 years practice psychotherapy. In a national survey of psychiatry residents that we conducted in 2007, 84% of graduating residents indicated that they anticipated providing psychotherapy in their professional practice. 17 Similarly, a national survey in the US found that psychiatry residents viewed becoming a psychotherapist as integral to their identity as psychiatrists and had positive expectations of proving psychotherapy after they graduated. 30 These findings suggest the possibility that psychotherapy provision by psychiatrists in the United States may potentially increase, especially given recent changes to residency training requirements by the Accreditation Council for Graduate Medical Education emphasizing evidence-based psychotherapies and achieving competence in psychotherapy as outcomes of training. 14, 31 However, an unpublished 2010 survey of US psychiatrists found that financial issues (80%) and administrative burdens (72%) were significant barriers to the provision of psychotherapy. 32 In that study, only 10% of respondents treated patients with psychotherapy alone, while 49% solely provided medication treatment. 32 Given a 14% response rate, the generalizability of their results is limited.
Conclusion
For over a decade, psychiatric educators have lamented the diminishing role of psychotherapy in psychiatric practice and the implication that psychotherapy is fading from psychiatrists' professional identity. 9, 33, 34 Commentators have alluded to a new generation of psychiatrists, who are more inclined to identify themselves as psychopharmacologists than to practice psychotherapy. 9, 35 Data from our study do not support this view. According to our findings, psychiatrists trained in the 1990s-the "decade of the brain" 36,37 -provide the least psychotherapy. This corresponds to a period in psychiatry, following the introduction of selective serotonin reuptake inhibitors, when biological approaches to treatment increasingly dominated the field. 37 Luhrmann's 37 extensive ethnography of American psychiatry in the 1990s offers a rich description of how the erosion of psychotherapy in psychiatry related, at least in part, to its increasing allegiance to the neurosciences and psychopharmacology. However, in light of a growing body of research on the neurobiology of psychotherapy, [38] [39] [40] dualist views on medications and psychotherapy-that the former are biologically based, while the latter only have psychological effects-are no longer tenable. Psychiatrists in British Columbia continue to integrate psychotherapy and pharmacotherapy in clinical practice, and we anticipate that this integration will increasingly be informed by developments in social neuroscience, especially among many recent graduates whose interest in psychotherapy may have little to do with eschewing biological approaches.
It's official. 
